The quality of surveillance of parturition depends on manpower and equipment available in a hospital. The allocation of these resources is related to the rate of deliveries, percentage of high risk pregnancies, and obstetrical management. During the last two decades the delivery rate declined. To allocate manpower, the distribution of daily deliveries was analyzed (figure 1). While in 1986 the distribution over the three shifts appears quite even, there were obviously fewer deliveries during the night shift than during the other two shifts in 1974. An analysis (figure 2) showed that the decline of the duration of labor between 1963 and 1973 was essentially caused by a more active management of labor [1] . More inductions or augmentations of labor by oxytocin, increased rates of cesarean sections, forceps and vacuum extractions. New methods of anesthesia such as epidural anesthesia may cause adverse effects. The distribution of daily deliveries changed dramatically (figure 3). In 1973 50% of the deliveries took place between 8 a. m. and 4 p. m. As the hospital became a perinatal center for a larger region, the percentage of high risk pregnancies increased. In 1986, at a rate of 1,425 deliveries 80.9 per cent were high risk pregnancies and deliveries. Besides the distribution of daily deliveries, the maximum simultaneous occupancy of delivery beds representing patients in labor was analyzed. At a rate of 1,000 deliveries per year in 16% of the shifts the delivery rooms were empty (figure 4). In 35% of the shifts at least 1 patient was in labor. In 25% of the shifts at least two patients were in labor simultaneously. The simultaneous occupancy of delivery beds changes with the rate of deliveries per year. For example the maximum simultaneous occupancy of
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The new system has a CTG-input from 6 delivery rooms -3 standard, 3 homelike -and one operating theatre where trial forceps, vacuum extraction in double-set-up are performed 1 cardiotocography room and 1 high risk pregnancy ward room. Table III control room centralized data are transmitted to displays in 10 rooms, to each of the 6 delivery rooms, the operating theatre, the central control room, the director's offices (table IV) . From the mid wives' lounge and the reception one can watch the displays in the central control room through large windows. Figure 8 shows a central display in one of the homelike delivery rooms with a kingsized bed, rocking chair and radio with tape recorder. On the other side this room has a heated table for dressing the baby, a spot light, a bathtub and a toilet. Because a remarkable percentage of parturients are interested in natural birthing, we hide technical equipment in our homelike delivery rooms. For example, the spotlight is behind a board, the central monitor behind a roller-shutter. If any of the nine cardiotocograms, that can be transmitted to the central display, exceeds preprogrammed borderline values, a green light of 4mm diameter starts flashing and a buzzer sounds. Then a staff member in this room will lift the roller-shutter and see where the alert occurs. On each central display a 20 min. cardiotocogram from up to 9 patients can be viewed simultaneously (figure 9). If the fetal heart rate in one cardiotocogram exceeds pre-programmed borderline values an inverse flashing picture of this cardiotocogram appears on the display. At present tachycardia alert starts if the baseline exceeds 160 beats per minute for more than 180 sec. and bradycardia alert starts if the baseline drops below 110 beats per minute for more than 50 seconds. This default value is valid for all nine cardiotocograms and can be changed individually for each cardiotocogram according to special situations. We asked 8 hospitals with the same obstetrical management system how they pre-programmed the default values. All 9 hospitals use tachycardia borderlines between 160 and 180 -on the average 49 seconds (table V) . If during labor, station and Table VI . Requirements for humane and safe parturition.
Human and safe parturition
No parturient should be alone during labor.
Fulltime attending obstetrician should be present 24 hours in the hospital.
No cardiotocogram should exceed alert borderline-values unnoticed.
station and dilatation at the beginning of labor [2] . The individual progress is shown by X-es. In this case there is a steady state at a station of -4 and a dilatation of 4 cm for quite a while due to insufficient uterine contractions. After augmentation by oxytocin, labor progressed and the results of further pelvic examinations were within the normal range. With each pelvic examination, molding, length of the cervical canal and strength of contractions are noted. On the same display the results of examinations at different times and other events are also shown. The whole system is run by a software that can always be changed and adapted to the actual state of knowledge in obstetrics. To achieve a humane and safe parturition ( 
